CEPHALIC version is the manipulation by which the presentation is altered to make the head lie over the brim of the pelvis. Most doctors are familiar with external cephalic version. Internal cephalic version is a bipolar version performed by the whole hand inserted through the cervix of the anethetized patient, aided by the other hand on the abdomen and this, to judge by current text-books, is a manoeuvre which many obstetricians, even the most experienced, ignore. Bipolar is used in its literal sense to indicate a manceuvre performed by pressure on both poles of the foetus, the pressure on the lower pole being exerted by the whole hand and not by two fingers as was implied in earlier times by the use of this terminology and which meaning is still often read into the expression.
of twin pregnancy are reported for illustration only, since in this hospital in the operative delivery of a second twin, lying obliquely, internal cephalic version followed by forceps delivery is used almost as frequently as internal podalic version and breech extraction. CASE REPORTS. Case 1. A multipara at 38 weeks maturity had had spontaneous delivery of a first twin. Twenty minutes later she developed a sudden intrapartum haemorrhage of about one pint (560 c.c's.) . Abdominal examination at this stage was not satisfactory presumably because the first placenta intervened between the palpating hands and the second foetus. Vaginal examination revealed a limb through the bag of waters. It could not be clearly identified. Since by manipulation through the intact membranes the lie could not with certainty be rendered longitudinal, the membranes were ruptured. A hand prolapsed. The head was felt in the right iliac fossa. It was drawn over the pelvis and flexed in the right occipito anterior position. The prolapsed arm was replaced, following which, with the aid of strong fundal pressure, the head was guided into the pelvis and a high mid cavity forceps operation was performed. Light traction only was required to deliver a living male infant which weighed 5 pounds 1 ounce (2292 G).
Case 2. A seventh para with a previous normal obstetric history was an emergency admission because of concealed accidental hamorrhage in the thirtyseventh week. The uterus was extremely tense, making it impossible to define the presenting part. The foetal heart rate had been about 60 before admission but in hospital was inaudible. X-ray revealed the foetus to be lying transversely with its head in the right iliac fossa and the back presenting. About one hour following admission, vaginal bleeding occurred and about three pints of blood were rapidly lost. Transfusion of two pints (1136 ml.) compatible blood and two pints (1136 ml.) glucose saline restored the blood pressure to 130/80. Uterine contractions continued to increase in strength and frequency and six hours later the patient stated she felt like bearing down with her pains.
Examination under anasthesia confirmed the X-ray findings. There was a loose flap of cervix present. It was felt that it was unlikely that the cervix would dilate anv further. Arrangements had been made to do a decapitation. Before this, however, a hand was passed easily round the foetal head and very moderate tension only was required to bring it over the brim of the pelvis. It was flexed and rotated into the occipito anterior position and forceps applied. Light traction delivered a fresh still-born infant weighing 7 pounds 15 ounces (3594 G). This manceuvre occupied about five minutes and necessitated the minimum of trauma both to patient and operator. Internal podalic version, with the infant lying as it was, might well have been dangerous. Decapitation, the other alternative, is an operation which causes an appreciable degree of psychic trauma to the nursing staff and on occasions physical damage to the patient.
Case 3. This patient, also a seventh para, had had a transverse lie corrected on many occasions during the pregnancy. She was admitted in labour in the forty-first week and again had to have the lie righted. Seven hours later the malpresentation recurred and the fcetal heart was becoming irregular. Strong 31 L pains were occurring every four nminutes. The membranes were still intact. The fortal head lay in the right iliac fossa and a new and unusual feature had made its appearance. There was a swelling the size of a grapefruit above the symphysis and occupyinig the position of the distended and drawn-up bladder, often seen in obstructed labour. Catheterization proved that the bladder was empty. Examination under anxthesia showed that the swelling was a cervical fibroid the shape of a half-sphere, of diameter about 3" (7.6 cm.), with its base centred over the anterior part of the lower segment and projecting slightly into the uterine cavity. The os wvas about three-quarters dilated. Nothing could be clearly defined through the bag of nmembranes. At this stage, however, the waters broke with the discharge of about three pints (1700 ml.) of meconium-stained liquor and verv niumerous coils of umbilical cord. Following rupture of the membranes the intrauterine projection of the base of the fibroid became more pronounced. The head wvas drawvni over the pelvis and anl attempt made to replace the cord above it. Eveni with the help of gravity this manoeuvre proved hopeless. The pulsationis of the cord niunibered only about twentv per minute. Since the fibroid had been pulled above the level of the brim of the pelvis and as the patient had a good obstetrical historv, it was decided to attempt a high forceps operation in the interest of the fcetus. XVith the help of fundal pressure the vertex was steadied in the left occipito anterior position. The presence of the fibroid held it almost entirely above the pelvic brim. Barnes-Neville forceps were applied with proper regard to the position of the head. Several loops of cord, perforce, wvere caught between-the blades and the foetal skull. Easy traction delivered a live male infant with slow heart beat which, however, gasped in about twenty seconds and whose further progress was uneventful. It weighed 6 pounds 14 ounces (3113 G) at birth. The alternatives were Caesarean section and internal podalic version. By the time the theatre would have been ready, one feels the infant would have been dead. With regard to internal podalic version, in this case, because of the number of prolapsed loops of cord and the presence of the large fibroid, any intrauterine manipulation would certainly have necessitated compression of one or more coils of cord and had the procedure been prolonged, almost certainly would have caused the death of the foetus. In any event, internal version would not have been easy because the legs were not readily available.
Case 4. ,This patient had had two previous spontaneous normal deliveries. She was admitted as a twin pregnancy with premature rupture of the membranes in the thirty-fifth week and had easy, spontaneous delivery of the first twin after a labour of only one and a half hours. When seen in consultation one hour later the second infant was found to be lying obliquely with the presenting part very high. A sausage-shaped bag of membranes was present. This was ruptured and the infant's head drawn over the pelvis. The foetus was tightly gripped by the uterus and held at a very high level and the lie could not be stabilized longitudinally. The most advanced part of the vertex was calculated to be about 2" (5.0 cm.) above the level of the pelvic brim. Strong fundal pressure by two nurses caused the head to advance until the greatest diameter was approximately 32 1" (2.5 cm.) above the level of the inlet. It was lying in the right occipito anterior position. High forceps were applied with a cephalic grip. Firm but not strong traction was required to deliver a healthy male child which weighed 5 pounds 14 ounces (2661 G). Case 5. Another twin pregnancy at term had delivered the first infant spontaneously, this time in a hospital some thirteen miles away. Two hours later the patient's own doctor ruptured the membranes of the second sac only to be presented with an arm. On arrival half an hour later one found the feetal heart rate was slow. Strong pains were occurring every three minutes. The head was to the left side of the mother's abdomen. With firm, controlled pressure by the internal examining hand the shoulder was disimpacted and the head induced over, and into the pelvis. A low mid-cavity forceps produced a healthy infant to the gratification of all, and the amazement of the general practitioner at the apparent ease and simplicitv of the whole procedure.
INDICATIONS.
The indications for internal cephalic version are the same as those for internal podalic version followed by breech extraction provided that neither has any place in the treatrnent of contracted pelvis, and in primigravida internal version is a manceuvre of very doubtful wisdom except with multiple pregnancy. In the writer's hands the most common indication is in the operative deliverv of a second twiin whose lie is not longitudinal. The second most common indication is the transverse lie, in a multipara with a good pelvis, which has not righted itself or cannot be righted by other means, bv the time of full dilatation of the cervix. An easy initernal cephalic version may be the alternative to a difficult breech extraction. In other cases, however, the operation may be impossible.
CONDITIONS.
The cervix mnust be sufficiently dilated to allow of subsequent delivery. Especiallv in shoulder presentation, however, the os often does not become fully dilated but under anxsthesia is found to stretch easilv without any tendency to tear. There must be no disproportion. When the uterus is on the point of rupture or the child tightly gripped bv the lower segment internal version should not be emploved. Considerable experience and judgment are required to evaluate these factors. If the child is dead, unless version promises to be exceptionally easy, some other method of delivery should normally be used.
CHOICE OF OPERATION.
Internal version being indicated, the decision as to whether to do a podalic or a cephalic version is simple-one does the easier. A straight X-ray of the abdomen often helps. Many transverse lies are really oblique and if the head is nearer the fundus than the os, then probably it would be easier to bring down the legs. As a rule in a pure transverse lie, if the back is presenting, cephalic version is the easier, while if the back is uppermost it again will probably be easier to bring down the legs. An important consideration, however, is the attitude of the cervical spine. These facts are rapidly ascertained on vaginal examination if no X-ravs are available.
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TECHNIQUE.
-If the head is to the operator's left, the left hand is inserted into the uterus and vice versa. All internal manipulations are aided by pressure from the other hand on the abdominal wall. The amount of force should be minimal. The head should be led to the brim of the pelvis and flexed with the occiput to the front. An assistant is required who, by fundal pressure, forces the head into the pelvis as the internal guiding hand is withdrawn. If the case has been chosen properly and there is no disproportion the head can usually be made to advance until the greatest dialneter is in or through the brim of the pelvis. On occasions, however, as in two of the illustrated cases, this may not occur. In such cases, properly choseni and with an experienced operator, a high forceps application is quite in order.
SUMMARY. A review of current text-books reveals an almost total neglect of the operation of internal cephalic version. Five cases recently treated within a short time of one another by this method are presented in order to support a claim that the manceuvre has a place in modern obstetrics and should be revived. When the necessity for internal version arises, one should not automatically proceed to internal podalic version-one should consider the possibility of internal cephalic version and perform whichever manoeuvre is the easier and so less traumatic to both mother and foetus. Internal cephalic version may proceed to a high forceps delivery if fundal pressure does not leave the head in the pelvic cavity. This operation, per se, is rightly condemned, but for the experienced obstetrician, if the case be chosen carefully, the operation still has a place.
The indications, conditions, and technique of internal cephalic version are described. REFERENCES. BAIRD, D. (1950) . Combined Textbook of Obstetrics and Gynecology, 5th ed., p. 871.
